The following clinical grades are based on daily observation, with special attention to movement of outstretched hands, steadiness of grip, speech and emotional lability :-Grade O=no chorea; grade 1=just discernible chorea; grade 2=all cases of chorea between grades 1 and 3; grade 3=severe chorea where the patient is crippled by involuntary movements and cooperates with difficulty or not at all in the writing and dexterity tests.
Dexterity Tests
A standard peg-board* with 100 small plastic pegs is used. The time taken by the patient to fit the pegs into the board is used as an index of the severity of chorea (Fig. 1 ). An arbitrary upper ARCHIVES OF DISEASE IN CHILDHOOD changes in pressure in the tambour. The movements of the tambour (Fig. 2) rotate a wheel by a ratchet mechanism. To the wheel is attached a contact which once every complete rotation makes and breaks an electrical circuit to a counter. A special feature of this mechanism is the very small advance of the wheel with each step of the ratchet. The least change of pressure in the tambour which can be recorded will cause an advance of the wheel one hundredth of that caused by the largest change in pressure. Thus the instrunent adds up not only the number but the force of the movements. The kinetic bed score is in arbitrary units, but an indication of its meaning is provided by some tests with a normal 10-year-old girl. In her, the following repeated movements caused a score of one unit on the kinetic bed: (1) one arm lifted and dropped-49 times; (2) raising of body from hips up to a resting position on one elbow-20 times; (3) transfer of small article from locker to bed-45 times; (4) lifting both hips to straighten nightdress -7 times.
The choreic child lies on the kinetic bed throughout the 24 hours. Readings are taken at 7 a.m. and 7 p.m. The day score is always larger than the night score, and both day and keep still (Fig. 3) . (Fig. 9) , who are severely ill, may give normal scores despite severe chorea. The principle of a recording bed has previously been used in connexion with schizophrenia (Gjessing, 1939) . The use of these tests has confirmed the existence of varying functional patterns of chorea. Thus in some patients there is little interference with voluntary movement, as shown by normal dexterity, but a great increase in movement at rest, as shown by the kinetic bed score (patient J.G.). On the other hand there may be gross interference with dexterity and little increase of movement at rest (patient D.B.).
Results with A.C.T.H. This study was prompted by an early report (Massell, Warren, Sturgis, Hall and Craige, 1950) where it was mentioned that A.C.T.H. appeared to benefit a case of chorea, and by encouraging results from our own first case who recovered from severe chorea of 78 days' duration during an eight-day course of A.C.T.H. therapy. Since that time another favourable report has appeared (Bunim, 1951 (Randolph, 1944) four hours after the first daily injection. All measurements were made at the same time of day. In some instances total urinary 17-ketosteroid excretion was followed.
Case Reports Case 1. J.G., aged 14 (Fig. 6) Case 4. M.B., aged 8 ( Fig. 9 ) was admitted to this hospital with a recurrence of rheumatic fever and carditis. She was sevierely ill and developed pericardial and pleural effusions and congestive cardiac failure. The sedimentation rate was 1 10 mm. in one hour (Westergren). There was no chorea. She was given 50 mg. A.C.T.H. daily from the seventh day of admission. This dose did not control fever and after three days was increased to 80 mg. daily for five days. Chorea first appeared on the evening of the first day of A.C.T.H. therapy and increased rapidly in severity. Luminal, gr. 1 daily, was given from the sixth day of A.C.T.H. for four days. She was next given cortisone, 100 mg. daily, for eight days. There was only slight improvement in chorea. That doses of these hormones were adequate was shown by the falls in temperature and sedinentation rate. The eosinophil count had already fallen to a low level from heart failure before treatment. This low level was maintained throughout treatment, apart from a transient ' release rise ' when cortisone was substituted for A.C.T.H. The kinetic bed score was not reliable because she was so weak and ill that her movements, although frequent, were too feeble to cause much change in pressure in the inflated rubber cushion on which she was lying. The true state of her chorea is shown more clearly by the 30-second photograph (Fig. 10) taken on the last day of A.C.T.H. treatment. The total duration of chorea in this girl was 13 weeks.
Summary and Conchlsion
Methods of assessing the effects of therapy on the severity and duration of chorea are presented. A.C.T.H. treatment has been followed by these methods in four patients. The doses used were as great as, or greater than, those which in our hands previously had produced rapid improvement in other manifestations of the rheumatic state. A.C.T.H. in this dosage does not benefit Sydenham's chorea.
